This paper presents a review of the literature about the built environment as it impacts the health of older people. It then introduces the gerontological nurse and researcher to the Our Voice framework for engaging older people as citizen scientists in order to empower them as agents of change in improving their local built environment and ultimately advancing community health.
| INTRODUCTION
Population ageing-"the increased share of older people in the population"-is poised to become one of the most significant social transformations of the 21st century (United Nations Department of Economic and Social Affairs Population Division, 2015) . Driven by increasing longevity and declining fertility globally, the number of older persons (aged 60 and over) is growing faster than the number of people in any other age group. In 2030, there will be 1 billion older people globally-a full 12% of the total population (He, Goodkind, & Kowal, 2016) . Worldwide, the number of "oldest-old" people-those aged 80 years or over-is growing faster still. While in 2000 there were 71 million oldest-old people worldwide, by 2015 that number had risen by 77% to 125 million, and it is expected to increase to 434 million by 2050 (United Nations Department of Economic and Social Affairs Population Division, 2015) .
With population ageing comes the rise of chronic noncommunicable diseases such as heart disease, cancer and diabetes and the expectation of rapidly escalating health and social costs for managing increased rates of severe disability (World Health Organization National Institute on Ageing, 2011). Overwhelming demand for health care could be alleviated by supporting healthy behaviours in order to prevent or reduce disease and disability among older people. The great opportunity for public health programmes in the first half of the 21st century is to keep older people healthy longer, delaying or avoiding disability and dependence (World Health Organization National Institute on Ageing, 2011). The longer people remain mobile and care for themselves (i.e., age in place), the lower are the costs for longterm care to families and society (World Health Organization National Institute on Ageing, 2011). We take the phrase "age in place" to mean "the ability to live in one's own home and community safely, independently and comfortably, regardless of age, income or ability level" (Centre for Disease Control and Prevention, 2017) .
Only by incorporating the perspectives and experiences of the expanding older population can we expect to meet the UN 2030 Sustainable Development Goal of "making cities and human settlements inclusive, safe, resilient and sustainable" (Goal 11). In fact, the 2002 Madrid International Plan of Action on Ageing (MIPAA) recognises that older people ought to participate in and benefit equitably from the outcomes of development to advance their health and well-being and that societies should provide enabling environments for them to do so (United Nations, 2002 . The rationale for this review is twofold. Firstly, it brings to light one promising strategy for accomplishing this goal-the Our Voice framework, which has a track record of engaging older adults as citizen scientists to identify challenges and opportunities to healthy active living in their own communities, and engage in planning and advocating for health-promoting environments. Secondly, it offers gerontological nurses/researchers both justification and a methodology by which they can contribute to creating age-friendly cities (World Health Organization, 2007) .
features of their environments that promote or hinder healthy living. (iii) Support policies and programmes that promote healthy environments.
K E Y W O R D S
ageing in place, built environment, citizen science, community engagement, gerontological nursing, older people nursing What does the research add to existing knowledge in gerontology?
• The built environment has a powerful impact on the health of older people, and on their ability to successfully age in place.
• New "citizen science" approaches offer older people ways to gather, analyse and act upon community-level factors that impact health.
• The Our Voice framework developed by researchers at Stanford University is a promising strategy for engaging and empowering older people as citizen scientists, and improving community health from the inside out.
What are the implications of this new knowledge for
nursing care with older people?
• Recognise the impact of the built environment and other community-level factors on the health behaviours-and overall health status-of their patients.
• Encourage older adults to take an active role in documenting features of their environments that promote or hinder healthy living.
• Support policies and programmes that promote healthy environments.
How could the findings be used influence policy or practice or research or education?
• Our Voice pilot data from communities worldwide suggest that engaging older people as citizen scientists can improve both individual and community health.
• Public policies aimed at supporting successful and healthful ageing in place should actively seek and take into account the perspectives and experiences of the residents themselves.
| AIM AND OBJECTIVE
This paper presents a review of the literature about the built environment as it impacts the health of older people. It then introduces the older person nurse and researcher to the Our Voice framework for engaging older people as citizen scientists in order to empower them as agents of change in improving their local built environment and ultimately advancing community health.
| METHOD

| Search strategy
This comprehensive but not exhaustive review seeks to introduce to a new audience a body of research on the following variables of interest-the health impacts of the built environment, and to describe an empowerment strategy for engaging older adults in improving the health of their own communities. The review, descriptive in nature, was conducted in a systematic manner, providing a rigorous representation of the literature. Whilst focused primarily on peer-reviewed journals that are conceptual and empirical, it also includes explanatory commentary and expert reports. The following describes the search terms, databases used, additional search strategies and the inclusion and exclusion criteria for determining the relevant sources (Whittemore & Knafl, 2005) .
The bibliographic databases EMBASE, PubMed and CINAHL were searched for English language articles using keyword combinations that included: built environment and health, built environment and older people*, citizen science*. The search outputs were then scanned across title, author and abstracts to determine suitability to inform the review. From this, full papers deemed relevant to (i) the keywords focus and (ii) informative for those new to the points under discussion were also scrutinised for their references, adding to the papers for final inclusion (akin to purposive sampling) (Morrow & Nicholson, 2016) .
In addition, the literature reviewed relied on mining articles' reference lists (i.e., snowball sampling) for relevant publications (Morrow & Nicholson, 2016) . The use of a number of strategies ensured a comprehensive and trustworthy identification of eligible sources (Whittemore & Knafl, 2005) .
| Criteria
Additionally, papers included in the review met the following inclusion criteria: were filtered by publication date (2005) (2006) (2007) (2008) (2009) (2010) (2011) (2012) (2013) (2014) (2015) (2016) ; essentially a 10-year period so that we were able to keep to contemporary primary sources and "grey literature" (Kiljunen, Valimaki, Ksnkkunen, & Partanen, 2016; Morrow & Nicholson, 2016) . At the time of writing, we agreed that it was also very necessary to include King et al. (2016) as it offers an overview of the global impact and significance of the Our Voice framework. The exclusion criteria were as follows:
papers not related to the health impacts of the built environment, physical activity or older people; and papers not related to older people as citizen scientists (i.e., no "data relevance"); and unpublished manuscripts (abstracts or dissertations) (Morrow & Nicholson, 2016, p. 302) .
| Evaluation and analysis
The first author (AT) conducted the study selections and inductive data extractions under the guidance and critical input from the remaining authorship group (recognised as experts in this domain). During the process and notably at data reduction, data display, data comparison and conclusion drawing and verification, AB, SW and AK were vital in resolving questions that arose and reaching consensus (Kiljunen et al., 2016; Miles, Huberman, & Saldana, 2014) . Articles were considered against "data relevance"-namely, the focus of the article on health impacts of the built environment, physical activity or older people; and older people as citizen scientists (Morrow & Nicholson, 2016) . A constant comparison method was used to compile the extracted data into systematic categories. The former also included "pattern identification, looking for plausibility, discerning unusual patterns, and building a logical chain of evidence" (Morrow & Nicholson, 2016; Whittemore & Knafl, 2005, p. 551) .
| RESULTS
The review is broken down into three parts: (i) the impact of the built environment on health-in particular the health of older persons; (ii) citizen science and its applicability for older people research; and (iii) the promise of the Our Voice citizen science framework to activate changes in the built environment that improve older peoples' health.
| Part one: The impact of the built environment on the health of older people
| Defining the built environment
The terms built environment and physical environment can be used interchangeably. Broadly speaking, the built environment is the physical form of a neighbourhood and includes all buildings, spaces and objects in one's surroundings that are human-made or modifiable such as homes, schools and workplaces. To this extent then, the built environment is about urban design (design of a city and physical elements in it) (Browson, Hoehner, Day, Forsyth, & Sallis, 2009; Handy, Boarnet, Ewing, & Killingsworth, 2002; Lovasi, Hutson, Guerra, & Neckerman, 2009; Sallis, 2009 ).
Specifically, Handy et al. (2002) propose that there are "at least five interrelated and often correlated dimensions of the built environment at the neighbourhood scale" (p. 66). These dimensions are (i) density and intensity; (ii) land-use mix or land-use patterns and the distribution of activities across space, for example residential, commercial and office space; (iii) street connectivity; (iv) street scale; (v) aesthetic qualities such as large-and small-scale natural features (e.g., quality of landscaping), parks and recreational areas, greenways and other open spaces. A sixth dimension is described-regional structure | 3 of 9 (Handy et al., 2002) and this encapsulates transportation systems (the facilities and services that link one location to another) to include physical infrastructure of roads, sidewalks, bike paths and traffic levels (Browson et al., 2009; Handy et al., 2002; Lovasi et al., 2009; Sallis, 2009 ).
| The built environment and public health
Various research has focused on the link between public health and the built environment generally (Frank, Andersen, & Schmid, 2004) and Sallis declares a close connection between the built environment and physical activity (Kligerman, Sallis, Ryan, Frank, & Nader, 2007; Sallis, 2009 )-the corollary of which is a clear link among all three:
health, built environment and physical activity. Whilst Sallis (2009) posits the connection between physical activity in places like parks, trails, schools and streets (i.e., the built environment); Kligerman et al. (2007) conclude that adolescent physical activity is related to neighbourhood walkability-as it is for adults. The WHO (2004) identifies physical inactivity and obesity as two of the most significant health problems in the world. Current evidence conclusively links the built environment to activity levels and obesity (Frank et al., 2004; Sallis et al., 2009) (Frank, Schmid, Sallis, Chapman, & Saelens, 2005, p. 123) 
| The importance of walkability
Efforts to increase physical activity at the community level have often emphasised the sustainability of promoting walking. Frank et al. (2005) found that "in contrast to physical activity promotion programs for individuals that typically have short-term effects, building walkable neighbourhoods could be expected to have relatively permanent effects" (Frank et al., 2005, p. 123) . Samimi, Mohammadian, and Madanizadeh (2008) recognise that pedestrian-friendly environments promote walking trips with the attendant benefit of increasing moderate-physical activity. In his exploration of the dimensions of built environments, Handy notes that pedestrian-oriented neighbourhoods "make walking both more viable and more appealing" and that even a small increase in walking would substantially improve both the health and quality of life for local residents (Frank et al., 2004; Handy et al., 2002, p. 66) .
Built environments are often assessed for their walkability, defined as "the extent to which the built environment is walking friendly" (Abbey, 2005, p. 3). Kligerman offers a description of "walkable" neighbourhoods as "mixed land use that integrates residential and commercial uses, connected streets that create direct pathways for pedestrians and higher residential density needed to support local commercial activity" (Kligerman et al., 2007, p. 274 ). Lovasi extends this depiction to describe the specifics of a built environment conducive to walking, namely (higher) connectivity and land-use mix, which in turn impact levels of physical activity and lower body mass index (Lovasi et al., 2009) . Of the "at least five interrelated and often correlated dimensions of the built environment at the neighbourhood scale" (Handy et al., 2002, p. 66) , the first three of these dimensions [density and intensity; land-use mix or land-use patterns and the distribution of activities across space; and street connectivity] "define" the walkable neighbourhood or "walkability" (Lovasi et al., 2009 ).
In the context of the built environment, walk trips are more frequent for those living in compact urban settings (Frank, Saelens, Powell, & Chapman, 2007) and are recognised as a mode of travel (Handy et al., 2002) , as active transport (Frank et al., 2005 .
Researchers have discovered that the determinants of walking include peer/friend influence, perceptions about crime/safety and aesthetic appeal of surroundings (Handy et al., 2002) and the physical design of the place in which a person lives and works (Frank et al., 2004; McCormack & Shiell, 2011) .
Neighbourhood walkability has been associated with higher levels of physical activity and lower risk of being overweight (Papas et al., 2007; Sallis et al. 2009) . A small body of research has also suggested that walkability may impact mental health. Whilst studies have shown a link between walking and improved health related to dementia (Kerr, Rosenberg, & Frank, 2012) , there is some consensus of a negative finding of walkability in relation to mental health (depressive symptoms) and more research is needed "..to better understand the nuances regarding built environment relationships with mental health" Sallis et al., 2009, p. 51 ).
| The impact of the built environment and walkability on older peoples' health
Several studies have established that the built environment is related to older persons' physical activity. Kerr et al. (2012) Neighbourhood walkability has been shown to influence the health behaviours of older people. Overall, older persons in higher walkable neighbourhoods were "..about 33% more active in moderate and vigorous physical activity" compared to those living in lower walkable neighbourhoods (Van Holle et al., 2014, p. 8) . Elsewhere, older persons in higher walkability neighbourhoods reported "22-40 more minutes/week walking" compared with lower walkability neighbourhoods (King et al., 2011 (King et al., , p. 1530 . Typically, this walking is transport-related and therefore associated with "utilitarian destinations" (e.g., availability of shopping malls) (Michael, Beard, Choi, Farquhar, & Carlson, 2006, p. 309) . In a detailed literature review, Kerr et al. (2012) enumerated the built environment features identified as determinants of walkability for older adults, including availability of non-residential destinations (shops), traffic, poor pedestrian access to shopping centres, footpath quality, signalled crosswalks, safety from crime, the scenery and places to stop and rest.
Concurring, Van Holle et al. (2014) found that walkability was positively associated with walking for transport amongst older persons and suggest this association is "very promising from a health promotion perspective" (p. 6). Walkable built environments (such as those with shops close to residences and well-connected streets) are associated with more physically active (e.g., walk) and lower rates of obesity or overweight (Browson et al., 2009 ).
Despite generally robust findings on these links between the built environment, walkability and levels of physical activity among older people, it is worth noting the caveats presented by some studies. Nagel, Carlson, Bosworth, and Michael (2008) study of 546 communitydwelling older adults (Portland, Oregon) found no significant associations between walking for leisure and local built environment; nor was there any association between the built environment and the odds of walking or not walking (i.e., the built environment did not impact whether a person walked or not); perceived neighbourhood safety was not significantly associated with walking time; but rather, mixed land use and pedestrian-friendly neighbourhoods made the already moderately active older person more vigorously active (i.e., walkers walk more).
Furthermore, Frank's study of 13,065 persons (15% 65+ years old; 69% 25-54 years old; Atlanta, Georgia) found that the relationship between the built environment and predicting walking (and body weight) to be a sociodemographic, gender and ethnic artefact (Frank, Kerr, Sallis, Miles, & Chapman, 2008) . Elsewhere, Hanibuchi, Kawachi, Nakaya, Hirai, and Kondo (2011) posit that the relationship between the built environment and physical activity is a cultural artefact given that urban design features may vary according to country, region and cultural context.
| Part two: Citizen science and its applicability for older people research
| The older person as citizen scientist
In recent years, citizen science has emerged as a way to both engage laypeople in the research endeavour, and to expand the field of inquiry beyond the researcher's lense. At this juncture, we introduce the reader to the idea of older people as citizen scientists in the context of the Our Voice framework developed by researchers at Stanford Universitywhich is explained in the final section of the literature review.
Citizen Science has been defined as a "..partnership between scientists and non-scientists in which authentic data are collected, shared and analysed" (Jordan, Ballard, & Phillips, 2012, p. 307 ).
Citizen science is also known as participatory science, a partnership model or a community-based empowerment approach to research Alaback, 2012; Jansujwicz, Calhoun, & Lilieholm, 2013; Jordan et al., 2012; King et al., 2016; Miller, 1993; Wiederhold, 2011) . Integral to citizen science is the involvement of members of the public in conducting scientific research (Lewandowski & Oberhauser, 2015) . In the Our Voice framework developed by researchers at Stanford University, the citizen scientists not only collect data, but analyse it and use their findings to shape advocacy campaigns of their own design in their local communities (Anonymous, 2015; Bhattacharjee, 2005; Cohn, 2008; Forrester et al., 2015; Jansujwicz et al., 2013; Miller, 1993) . Citizen scientists are the authors and presenters of local public presentations that use their data to advance local advocacy campaigns.
Citizen science offers the opportunity to gather observational data with greater spatial (Cohn, 2008; Forrester et al., 2015; Kaartinen, Hardwick, & Roslin, 2013) and temporal resolution (Alaback, 2012; Cohn, 2008) . In fact, according to Silvertown (2009) a project hoping to collect large volumes of field data across a wide geographical spread "can only succeed with the help of citizen scientists" (p. 469).
The older person undertaking the science as citizen scientists can offer novel perspectives on the scientific endeavour as well as suggestions for relevant social and policy changes (Alaback, 2012) . The approach/strategy of citizen science/citizen scientist brings with it science outreach (Silvertown, 2009 ) and attendant empowering of older people to participate more actively in local management decisions (Jansujwicz et al., 2013) and policymaking (Jansujwicz et al., 2013) .
As Miller (1993, p. 57 ) asserts: it is an "established principle of community development that one of the most effective ways of initiating social change is to enlist grassroots support and involvement." The approach lends itself to improved knowledge transfer impacting policy and action (Alaback, 2012) . In fact, the most effective citizen science allows laypeople to use their findings to help turn them into policy and action (Pandya, 2012) . Citizen science also has the potential to enhance the sustainability of improvement efforts, as older people involved in such projects tend to stay involved in the activity and action after the project's completion (Lewandowski & Oberhauser, 2015) .
The reason for this sustainability may lie in the observation that knowledge of an issue is recognised as a precursor to action. There is a consensus that the citizen scientist older persons are a prime target group for the education components of the citizen science project (Jansujwicz et al., 2013; Lewandowski & Oberhauser, 2015) and can also have their scientific literacy improved (Jansujwicz et al., 2013) .
Conversely, the collaborative nature of citizen science means knowledge transfer also occurs from older person citizen scientist to the researcher (e.g., a process of co-learning) (Hartwig, Calleson, & Williams, 2006) .
| Part three: The Our Voice framework for engaging older adults in building healthier communities
In this final section, we introduce the reader to the Our Voice framework for engaging older people as citizen scientists in order to empower the latter as agents of change in improving their local built environment and ultimately advancing community health.
It is now well established that the environments in which people live significantly affects their ability to live healthy lives. Shaping these environments, however, is a complex social and political task that often fails to fully take into account the specific input of the community residents who are most affected. Researchers, governments and NGOs often recognise the critical need to shape relevant solutions to local contexts, | 5 of 9 yet, with continuing pressures to scale interventions there is often inadequate attention to community factors that can significantly impede both solution adoption and sustainability. There is general agreement across the fields of development, urban planning and public health that involving the community in problem identification and solution generation is not only important for trust-building and ethical practice, but also increases the likelihood of success and sustainability for any intervention. Too often, however, there is not a systematic, reliable and efficient means for gathering and processing this critical information.
The Stanford Our Voice initiative seeks to fill this gap by engaging citizen scientists to collect and analyse information about their communities. Using a simple mobile application called the Stanford Healthy Neighborhood Discovery Tool (DT), community members are able to document local environmental features through georeferenced photographs, audio narratives and walking routes. The DT is userfriendly across levels of education and technology literacy. It has been culturally adapted, translated into four languages and used successfully by persons ages 10-92 (Buman et al., 2013; King et al., 2016) .
Use of the DT takes place within the Our Voice facilitated process for community assessment, engagement, advocacy and action This process gives residents who have traditionally lacked pathways to local decision-making and action a "voice"-a means of telling their stories, building consensus and motivating action. In this way, the DT builds on the significant achievements of Photovoice and other citizen science methods, adding a data-driven and solution-oriented process that generates multiple levels of impact (Catalani & Minkler, 2010) .
It often happens that in community participation projects and programmes that when there are multiple sectors involved-residents themselves, community organisations, other stakeholders, that communication and role definition can be challenging. The Our Voice framework seeks to reduce at least some of these potential pitfalls through teaching residents to capture positive as well as negative aspects of their local environments. One effect of this process can be to engender local appreciation and civic pride as well as ideas for positive change. Then by building consensus around these areas, and using them to jumpstart possible realistic solutions, tangible progress and understanding across partners can be achieved.
Over the past 5 years, Our Voice has been successfully tested in a number of lower-income neighbourhoods in California's Bay Area (e.g., East Palo Alto, North Fair Oaks in Redwood City, north San Mateo County, south Santa Clara County), as well as rural communities in upstate New York, and internationally in Mexico, Colombia, Chile and Israel (King et al., 2016) . These projects have highlighted the adaptability of the framework across cultures and engaged citizen scientists of all ages-from youth to senior citizens. They have also addressed a range of challenges facing marginalised communities (e.g., walkability, food access, safe routes to school, park safety and land use) and have shown changes across multiple levels: individual, social, built environment and policy (Buman et al., 2012 (Buman et al., , 2013 King, 2015; King et al., 2016; Sheats et al., 2013; Winter et al., 2014) .
In this context of the geospatial, multi-ethnic, multicultural and multifaceted challenges, the Stanford Our Voice framework has an ideal versatility both methodologically and by method for use by gerontological nurses such as community nurses and residential aged care nurse researchers/clinicians alike. The engagement of older person citizen scientists from sociodemographically diverse communities provides a promising, low-cost and scalable strategy for creating more active, healthful and equitable neighbourhoods and communities worldwide.
| DISCUSSION
Our review takes a broad view of the literature about the built environment as it impacts the health of older people. We then introduce F I G U R E 1 The Our Voice community engagement process older person nurses and researchers to the Our Voice framework, developed by researchers at Stanford University, the ultimate purpose of which is to promote and support community-driven change in local built environments. We hope that this merging of critical knowledge and promising practice will help to advance the education, clinical care and public policymaking around the health of older people.
The Our Voice framework for engaging older people as citizen scientists extends further previous research that relied on Photovoice (Catalani & Minkler, 2010) , with its application of smart technology to emphasise the role and perspective of the older person firstly, comprehending the issue in question and secondly, providing solutions to their real-world problems (King et al., 2016) . Our Voice citizen science is "by the people" so that the older person is the change agent; so that the older person gathers data, collectively identifies the issues and brainstorms potential solutions and partners; and "active(ly) collaborates in modifying their local environments and fostering neighborhoods (sic) more conducive to active living and healthy lifestyles" (King et al., 2016, p. 32) .
Given the bourgeoning older person population, and the attendant decline of functioning associated with ageing, the "..environment may take on a more important role" than simple bricks and mortar (Kerr et al., 2012, p. 46) . Researchers in this domain (built environment, physical activity and older people) highlight the rising healthcare costs and quality of life decline in older people that can be attributed to functional decline and attendant disability. Designing neighbourhoods better equipped for seniors may "..facilitate aging in place" (Freedman, Grafova, Schoeni, & Rogowski, 2008 , p. 2254 . As Kerr et al. (2012) concur, "having a home and a local environment that supports independent mobility for older adults could be a key to helping them age at home healthfully"(p. 51). With the day-to-day activities of daily living (functioning) compromised through age-related declines in physical activity and attendant increases in body weight (King et al., 2011) and the impact of walking on older persons' strength and flexibility, walking's value in warding off disability and extending the older person's capacity for independence and ageing in place is obvious . Even if the gerontological nurse does not implement the Our Voice framework in her/his practice/research, the evidence base provided here about the health benefits of walking make walking an obvious no-cost, easily applied intervention applicable in their daily work life.
The US Surgeon General Report has determined that globally 60%-70% older adults fail to engage in the 150 weekly minutes of moderate-to-vigorous physical activity (MVPA) needed for health benefit (Van Holle et al., 2014) . The associations between neighbourhoods and health have been found to be the strongest among adults around retirement age (Freedman et al., 2008) . Given the impact of walking on older persons' strength and flexibility and walking's value in warding off disability and extending the older person's capacity for independence and ageing in place it is logical to propose that planners and civil engineers are groups that need to "..develop new and redevelop existing communities to address the health, safety and mobility of older adults" (Kerr et al., 2012, p. 43) . This latter sentiment is supported elsewhere: "policy makers should consider how to provide both psychosocial and built environment resources to support seniors' physical activity" (Carlson et al., 2012, p. 73) .
It follows then that a healthy lifestyle can be facilitated by urban planners who incorporate into their designs walkable neighbourhoods which by definition are characterised by mixed land use, interconnecting streets, convenient transit locations and compact communities (Li et al., 2009) . Specifically, with the previously cited older person's emphasis on walking as transport, "..policy makers and health promoters …(ought to) provide sufficient destinations in the close vicinity of older adults' residences" as a means to "..facilitate short utilitarian walking trips" (e.g., shops, public services, places for social interaction) (Van Holle et al., 2014, p. 8) . As Li et al. (2009) put it, urban planning and public health decisions aimed at mitigating the obesity epidemic can be informed by understanding how the built environment encourages physical activity.
There are some limitations to this review. Arguably, there is the risk of bias attributable to a single author (AT) responsible for the initial selection and inductive data extraction. In addition, the review was comprehensive but not exhaustive, so not all previously conducted work is necessarily included. Any bias was addressed by (i) delineating broad parameters for the central portion of the review namely, the built environment as it impacts the health of older people, and (ii) use of experts F I G U R E 2 Our Voice citizen scientist framework (King et al., 2016) in the research group as previously described. We then narrow our focus, purposefully focusing on the promising Our Voice framework for impacting built environments through direct engagement of older people themselves.
| CONCLUSION
The review offers a platform for future investigation and practice. We recommend to older person nurses and researchers who genuinely hold to a person-centred or "by the people" approach to what they do professionally, the Our Voice framework for engaging and empowering older people to be agents of healthful change in their own communities. We hope that insights from this review will motivate and encourage gerontological nurses such as community nurses and residential aged care nurse researchers/clinicians to take a fresh look at the communities in which they work, and to broaden their approach to promoting health and providing care for older people (see also http:// ourvoice.stanford.edu).
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Implications for practice
• Gerontological nurses recognise the impact of the built environment and other community-level factors on the health behaviours-and overall health status-of their patients.
• Gerontological nurses encourage older adults to take an active role in documenting features of their environments that promote or hinder healthy living
• Gerontological nurses support policies and programmes that promote healthy environments.
